Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Carmelita’s CHAPTER 100.1
Address: Inspection Date: November 7, 2019 Annual
94-1020 Hapapa Street, Waipahu, Hawaii, 96797

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16, 04/16/18



RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)1)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of primary care giver's assessment of
resident upon admission;

FINDINGS

Resident #1- No documentation of care giver admission
assessment on 2/25/19 and readmission assessment after
hospitalization on 7/14/19,

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX | §11-100.1-17 Records and reports. (a)(1) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Documentation of primary care giver's assessment of PLAN: WHAT WILL YOU DO TO ENSURE THAT
resident upon admission; IT DOESN’T HAPPEN AGAIN?
FINDINGS pé
Resident #1- No documentation of care giver admission . yeaar
assessment on 2/25/19 and readmission assessment after @eﬁw Iﬂ me Tﬂ au MDU 7,90/4
hospitalization on 7/14/19. e A Miesion L ™
chueek Qheck list
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
& §11-100.1-87 Personal care services. (e} PART 1
The primary care giver with the assistance of the case
manager shall provide training to all substitute care givers
and ensure that all services and interventions indicated in DID YOU CORRECT THE DEFICIENCY?
the expanded ARCH resident’s care plan are provided to
expanded ARCH residents by the substitute care giver. USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
FINDINGS
No documentation of case manager training for substitute
care giver #2 and substitute care giver #3.
Uy Case wanager abneadtsy
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] | §11-100.1-87 Personal care services. (e) PART 2
The primary care giver with the assistance of the case
manager shall provide training to all substitute care givers
and ensure that all services and interventions indicated in FUTURE PLAN
the expanded ARCH resident’s care plan are provided to
expanded ARCH residents by the substitute care giver. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS - _ IT DOESN’T HAPPEN AGAIN?
No decumentation of case manager training for substitute
care giver #2 and substitute care giver #3.
L veed Ho remind Mg
Va2t +o “'e“"”‘?‘ /1//9-/90/47

(08/16/16, Rev 09/09/16, 04/16/18



Licensee’s/Administrator’s Signature: W d-vé

Print Name: GAKM?(,{'FA CASIL

Date:  {} /919 /9‘0/4
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